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I would entirely agree with the authors that a common site for abdominal wall pain is just medial to the Linea Semilunaris. However, despite review of the cases there is no doubt that some patients suffer from abdominal wall pain which can not be explained by entrapment of the anterior cutaneous branches of the intercostal nerves. The precise aetiology of these remaining cases remains obscure but may in part be due to 'trigger points' which have arisen in the muscles of the anterior abdominal wall. The aetiology of these 'trigger points' is uncertain but the fact that they respond to injections of local anaesthetic undoubted. Again, the key is the accurate placement of the needle. N C GALLEGOS
Surgical Registrar Department of Surgery University College London
The glucagonoma syndrome We read the excellent case report by Price et at. (September 1989 JRSM, p 553) with interest. Unfortunately in the discussion a common fallacy is perpetuated, thus streptozotocin, while cytotoxic to the rat beta cell, does not seem to affect the normal human beta cell at the doses employed to treat islet cell tumours. Indeed the limiting factor in streptozotocin therapy is usually renal toxicity. Similarly although somatostatin inhibits insulin secretion, as the authors mention, this is counterbalanced by delayed absorption offood and inhibition of counter-regulatory hormones, namely growth hormone and glucagon. In the case of a glucagonoma the inhibition of glucagon is usually enough to restore impaired carbohydrate tolerance to normal in spite of the concomitant inhibition of insulin secretion. Some glucagonomas suppress less well with somatostatin and in these cases somatostatin treatment is unhelpful. year period and conclude that prompt surgical intervention is the best option and further, that changes in antibiotic availability and that the introduction of total parenteral nutrition (TPN) have not influenced the mortality rate during the three decades reviewed. Conservative management of iatrogenic oesophageal perforations and cases of Boerhaave's syndrome diagnosed late is best, provided adequate drainage is maintained.
Early diagnosis remains the key to a successful outcome aided by a thorough removal of material from the chest. Suture of the rent depends on full exploration of the mucosal defect for this repair to be sealed. This should be followed by adequate tube drainage and TPN. JOHN Ann Thorae Burg 1989; 47:689-92 The case report by Smyth and Wastell on Boerhaave's syndrome (August 1989 JRSM, p 498) prompts us to comment on the management of this potentially lethal condition. We had the daunting task of managing a 67·year-old man whose condition unexpectedly deteriorated two days after an uncomplicated closure of his transverse loop colostomy formed two months earlier at the commencement of surgical treatment of an obstructing chronic inflammatory mass involving the sigmoid colon; which was subsequently confirmed to be Crohn's disease. He required intensive care for the initial diagnosis of a right lower lobe pulmonary embolus, but further assessment and investigations established by the 8th day the existence of a right sided oesophagopleural fistula. Full conservative management, with chest drainage and total parenteral nutrition, led to complete recovery and discharge home after eleven weeks of hospitalization.
Late detection of spontaneous rupture of the oesophagus poses enormous problems in an ill patient. Conservative management is then the treatment of choice':". The oesophageal tissue becomes oedematous and friable with doubtful viability and repair leads to high leakage rate and an unacceptably high mortality (50%); whereas conservative management gives a better chance of survival with around 9% mortality's", However most authors favour immediate surgical management in cases diagnosed early, within 12-24 hoursl". The mortality rate within this period would be 10-20%3 and surgical intervention produces 64-70% survival", It is our conclusion, therefore, that conservative management is the treatment of choice only when Boerhaave's syndrome is detected late, but that surgical intervention remains the treatment of choice when this condition is diagnosed early. J P AYENI When the plaque commemorating his work was unveiled at the Liverpool Maternity Hospital, as well as commenting at this being done during his lifetime, he said that his inspiration had been to aid 'Women labouring of child'. Whenever he encountered a difficulty in his work, he prayed for guidance and had received it. It is interesting to speculate how often this has been done over scientific work and especially over how often it has been admitted in public.
R J Minnitt was a quiet, gentle person who always insisted he was a general practitioner, old-fashioned in manner and appearance with a stiff, white collar and Edwardian boots, not shoes. I always wondered where he bought them. At the Liverpool Maternity Hospital we were proud to have such a classic among us and he attended meetings and taught long after he had officially retired. This atlas should be very helpful to a trainee paediatric cardiologist, to a radiologist or a surgeon. It could be used for presentations at Joint Cardiac Conferences, when explaining the anatomy or surgical procedures to the parents and in teaching both medical and nursing staff.
Any attempt to illustrate congenital heart defects in its complexity must have some weak points. I believe that adopting this system may be somewhat cumbersome for the departments dealing with a large volume of congenital cardiac cases. It would probably be more time consuming than using very simple diagrams and modifying them for each case. We ourselves have used a simpler system for the past 25 years and find it very adequate.
The nomenclature used by the authors is clear although some terms are somewhat unusual (truncus type 4, isolation of left pulmonary artery, etc.), The repair of pulmonary atresia with ventricular septal defect using extra cardiac valved conduit is called a Rastelli repair while this term should be reserved for repair of transposition with VSD and left ventricular outflow tract obstruction. If one wishes to use an eponym the first conduit in pulmonary atresia and VSD was used by Ross. The diagram of atrioventricular septal defect (endocardial cushion defect) is not very illustrative. The attempt to illustrate pulmonary atresia plus ventricular septal defect and multiple aortopulmonary collaterals is not very successful. The anatomy in these patients is so individual that preparing an individual diagram is usually preferable.
In summary this atlas will help the understanding of complex congenital heart defects, facilitate the communication between various specialists dealing with patients with congenital heart defects. If used intelligently it will be of help to medical students, residents and nurses. J STARK
